B4/84/2613 17:38 6157353210 SMITH CO HEALTH CARE PAGE 35/37
PRINTED: 03/22/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES L’ > kl f ZU l % OMB NO. 0938-0321
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
ANDPLAN OF CORRECTIDN IDENTIFICATION NUIMBER: A. BUILDING 01 - MAIN BUILDING D1 . COMPLETED
445172 B. WING 03/04/2013
NAME OF PROVIDER OR BUPPLIER STREET ADORESS, CITY. STATE, ZIP CODE
112 HEALTH CARE DR
KIND SING AND RE -
RED NUR . REHABILITATION-SWMITH COLNTY CARTHAGE, TN 37030
X4 D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDERS FLAN OF CORRECTION {5}
PRERIX {EACH DEFICIENSY MUST BE PRECEDED BY FULL PREFX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCELD TO THE APPROFRIATE DATE
; DEFICIENCY)
K 0886 | NFPA 101 LIFE SAFETY CODE STANDARD K 066

SS=D
Smoking regulations are adopted and include no
less than the following provisions:

(1) Smoking is prohibited in any room, ward, or
compartment where flammatile I‘qmds

| combustible gases, or oxygen is used or stored
and in any other hazardaus location, and such K066 3/31713.
area is posted with signs that read NQ SMOKING 1t is the practice of this Center to maintain
or with the international symbal for no smoking. metal containers with self closing cover
Sevices into which ashtrays can be emptied
that are readily available in designated
smolang arveas,

Replacement metal containers with self
closing cover were ordored on

03/07/13 and installed om 03/12/13 in the
designated smoking ateas, The containers
will be checked daily and emptied as least
weekly and as needed by housekeeping

(2) Smoking by patients classified as rot
responsible is prohibited, except when under
direct supervision,

(3) Ashtrays of noncombustitle material and safe
design are provided in 4l areas where smoking is
permitted.

(4) Metal containers with seli-closing cover

devices into which ashtrays can be emptied are 'SI?hT;?asm Operations Director ta cheek for

ri?f.f?& :;arlaglg ?t'o4all areas where smoking is  propex operation of the foot aperated sclf

P : . closing receptacles in the designated
smoking areas at [east monthly as part of the
Center Preventive Maintenance (PM)

! program.

Continued compliance will be assured

This STANDARD is not met as evidenced by: %n‘mztgh mog.x;?mg i.’;;z:ant Operations

Based on observation, it was determined the N};:-czr mi mmwilibe :r. cted

facility failed to have smoking regulations that , d.”‘:l’l‘mg b

complied with applicable provisions. Immediatcly 20C 1=p > ately
Committce. The Safety Commmities reports

- . to the Performance Improvernent Committec

The finding included: (QAA) Commiteee.

: i Docurpentation #n. the PM Logs are reviewed
QObservation 3/4/13 at 849 AM reveaied there ) Ty
were no metal containei’s with self-closing cover gﬁ"e Safety C"mﬁe:;nd tz'f“‘l“y
devices into which ashirays c,an be emptied in all onmance Improvement (QAA)

Committee at its regularly scheduled

maonmonv D]RECWWAMS SIGNA TITLE {X8) DATE
m oo - weod-{3

Any deficlency statern g with an asterisk (*) denotes 2 deficiency which the institution may be extused from comecting pmvlding it is determnined that
other safeguards provide sufficient protection ta the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable €0 days
following the date of survey whather or not} plan of carrection is provided. For nursing homes, the above findings and plans of correction are disclosable 1
days following the date these dacuments are made avallable to the fachity. If deficiencies are dited, an approved plan of cerrection is requisite to continued
program parficipation,

FURM CM3-2667(02.99) Previous Versions Obsalete Evenl [D:5TaB21 Facllity 1D: TNBOO1 I¥ confinuation sheet Page 1 of 2



B4/94/2913 17:38 6157353218

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DERICIENCIES

CENTERS FOR MEDICARE & MEDICAID SERVICES

SMITH CO HEALTH GCARE

PAGE 36/37

PRINTED: 03/22/2013
FORM APPROVED
OMB NO. 0938-0391

7] {X3) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X23) BATE SURVEY

AND PLANOF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445172 B. WING

NAME OF PROVIDER OR SUPPLIER

KINDRED NURSING AND REHARHITATION-SMITH COUNTY

STREET ADDRESS, GITY, STATE, ZIF GODE
112 HEALTH CAREDR

CARTHAGE, TN 37030

03/04/2013

smoking areas.

This finding was acknowledged by the
maintenance director and the facility administrator
during the exit conference on 3/4/13.
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meetings 10 ensure continued compliance..

MISCELLANOUS,.

The membetship of the Safety Comumittee is:

Admin, DON, Staff Development Dir,
Directors oft Soc Services; Act; Payroll &
Benefits; Dietary Services, Hskg/Laundry,
Maintenanee and representatives of CINT,
Housekeeping/Laumdry and Dictary.
The Membership of the FI (QA) Committee
js: Medical Dir, Admin, DON, ADON;
MDS Coordinafor, Staff Development Dir,
Directors of: Soc Services; Act; Business
Oft; Dietary Setvices, Hekg/Laumdry,
Maintenance, Med Records and PY (Q4)
Team Leader(s).

The Administrator is responsible for overall
compliayce
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